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F 279 483.20(c), 483,20(k)(1) DEVELOP F279|The Plan of Correction i
s5=p | COMPREHENSIVE CARE PLANS submitted as required under

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facility must deveiop a comprehensive ¢are
plan for each resident thet includes measurable
objectives and timetables to meet & resident's
medical, nursing, and mental and psychogosial
needs that are identified In the comprahansive
assessment.

The care plan must dascribe the services that are
t be furnished {o attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
dug to the resident's exercise of rights under
§483.10, Including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced

by:
Based on medlical record review, observation and
interview, the facility failed to revise the
comprehensive cara plan for two residents (#4,
#5} of twenty one residents reviewed.

The findings inckided:

Resident #4 was admitted to the facility on June
30, 2008, with diagnoses including Pressure
Uicers, Type 2 Dlabetes and Paraplegia. Review
of medical record reveaied admission weight
documented at 222 pounds, Review of the facility
weight record revealed the March 25, 2010,

LABQRA’

State and Federz]l law. The
facility’s submisgion of the
Plan of Correction does not
constitute an admission on the
rart of the facility that the
findings cited are accurate,
that the findinges constituts a
deficiency, or that the scope
and severity regarding any of
the deficiencies cited are
correctly applied.

1. Resident #4 has multi-
disciplinary interventionsz in
placve in care plan regarding
weight gain ae of 4/14/10 which
included: Registered Dietitian
to educate resident to select!
low caloria snacks between:
‘'meals, all gtaff to discourage!
-high calorie snacks and |
-beverages, activity perszonnel
to encourage resident to
;participate in activities
‘including ball toss, parachute
;and sports challenge.

i LY

“2. All residents will be

‘assessed for weight gain and
interventions placed in care

- plan as indicated.

3. The Dietitian and/or Food
. Bervice Director will monitor
" weights of all residents weekly
and direct plans of care
accordingly.

\5/15/10

RECTOR'S OR PROVIDERISIPPLIER REPRESENTATIVE'S SIGNATURE —,?m.g X0) DATE
1793, ﬂ;/mgf /)%’77/%{/? ﬂ/é/r) L oAb/

o=t

Any deficlncy statemedt ending With A astetisk (7 denctas a deficiency which the inetiution may be exsuasd from comecting providing It /s detemmined that
other safeguarda provide nt protection to the patients, (Sed instructions.) Exoept for nursing hemes, the findings stated abova are discissable 80 days
Taliowing tha date of survey whether or not a plan of comection Is provided, Fof nursing bomas, the above findings and plans of correction ars disclosable 14

days foliewing tha date these documents are made avaitebl
progear participation,

O A

e to the faciity. I deficiencles ave cied, an approved plan of comeciion Is requisite to continued
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weight documented at 247 pounds. Further 4. The Food Seyvd
review revealed an average gain of two to four will  report momthae Pirector
pounds each month with a twenty four pound total Quality Assurance Committee on
welght gain in nine months since admission. all significant weight changes.
-Record review of the dietary progress notes
revealed weight gain identifiad on March 24,
2010. Record review of the comprehensive care
plan dated Juty 20, 2009, and datad a6 reviewed
on October 13, 2009, January 2010 and April 1,
2010, reveaiad no interventions ware put in place
for the coantinued weight gain,
. 1. The care plan cof Resident
'“te“"e"‘”.’"?h the Dietitian, the Digtaw Manage:r #5 has been revised to reflect
and the Minimum Data Set Coordinatar on April : 5
use of rocking rolling recliner
13, 2010, at 1:30 p.m. at station one confirmed to prevent fall.
the the facllity failed to identify welght gain as a
prablern and fallad to care plan speeific,
individualized approaches to prevent further 2. The care plans of all
waight gain. residents using rocking rolling
reclinexs ag fall prevention
Resident #5 was admitted to the facity on June interventions will be reviewed
18, 2008, with diaginoses including Alzheimer's to as?-urfe flppr?n ate plan of
Disease, Arthiritis and Hypothyrolidism, care 1g Lolliowed.
Medical record raview of a Post Fall Nursing .
Assessment dated December 4, 2009, revealed 3. 'The Director of Nursing or
. _ dasignee will review all new
..resident was seen famr!'g straight from residents requiring rocking
whaaichair and onto fioor."! Continued revisw of rolling recliner as fall
the medical record revealed, *...evaluale for prevention intervention and
propar seating...” Medical recard review of an agsure care plan is correct and
assessment dated Decamber 7, 2009, revealed care is given appropriately.
"...will change from we (wheelchalr) to rocking
rolling reciinar..." Medical record review of the he Di _
current care plan ravealed no documentation the iy i1 T rivfe‘feml"i of N“-"gi‘i‘g
care plan had been revised to include a rocking rovention  im t:wen t‘leo‘;s :n a
fr‘;';lllﬂng recliner chair as an intervention to prevent care plan revisions on an
8. ongoing bkasis and direct care
. plan coordinateors as needed.
| Observation on April 13, 2010, at B:35 a.m. and 5/15/10
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10:00 a.m. in the 700 hall dayroom, revealed the
resident in & rocking rolling recliner chair.
Interview on April 43, 2010, at 12:18 p.m., with
Registered Nursa #1 in the 700 hall acfivity room
confirmed the facility falled to revise the care plan
to include the rocking rolling recliner chair,
281 | 483.20(k}{3}H SERVICES PROVIDED MEET F 281
s58=D | PROFESSIONAL STANDARDS
The setvices provided or arranged by the factfity
must mest professional standards of quality. 1. Resident #12 has been
Jtreated for urinary tract
' I’infection from 2/10/10 through
This REQUIREMENT is not met as evidanced |2/20/10 with ampicillin 500mg
by: ‘gid, po.
Based on medical record review, abservation, :
and ifterview the faciiity dalayed in treating one . . ] b
resident (#12) for recurrent Uirinary Tract Infection 2 ipor o m‘:f:;i’;}’fectaﬁaﬁ‘;ﬁ
of twenty-one residents reviewed. be reported to the physician
: when received from the
The findings included: laboratory. Follew-up with
. physician will be attempted
Medical record review ravealed resident #12 was each ghift. If there is no
admitted to the facility in May 2008, with response from the attending
diaghoses including Alzheimer's Dementia and .physician after 24 hours, the
Embolic Disorder, Record review of the Minimum Director of Nursing or designee
Data Set, with a refarance date of December 3, will contact  the Medical
2008, revealed the residsnt hed a Urinary Tract Director for action regarding
Infection during the pravious thirty days. Medicat laboratory report.
recond review revealed from Septambaer 29, 2009,
until Octobar §, 2009, the resident was . ; .

o " 3. Inservice will be held with
hospitalized for a Urinary Tract Infiection and all physicians and licensed
Pngumonlg. ' nursing staff to emphasize the

. - impoxrtance of getting
Racord raview of the Nurse's Notes for February laboratory reports to the
4, 2010, at 5:00 a.m_, revealed, "Urine obtained physiciang in a timely manner
vig straight cath (by a catheter baing introduced and appropriate timely follow-
into the bladder) without rasistance.” Record up by the physician.
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review of the Nurse's Noles six days later, on
February 10, 2010, revealed initigtion of nursing
interventions and treatments and an antiblotic to
treat the resident for a Urinary Tract Infection,
Medical record review of the resident's laboratory
results revealed the culture and sensitivity report
for the submitted urine specimen {indicating the
resident had a UT1} was raported back fo the
facility on February 7, 2010,

Observation of the securad unit on April 13, 2010,
from 8:00 a.m. to 10:00 a.m., revealed the
resident in the dining room, and after braakfast, in
the dayroom scooting about in a wheel chair.

Interview at 3:60 p.m., on April 13, 2010, in the
Director of Nursing office, with RN (reglstered
nurse) #1, verified the nursing staff had
suspected a recurrent Urinary Tract infection from
February 4, 2010, but did not initiate the nursing
intervention and treatment until February 10,
2010. Interview continued and confirmed the
nursing staff did not follow up with the physieian
when the facilily did not receive a response to the
lab resuits faxed to the physician's office on the
evening of February 7, 2010, and an antibiotic
was not started until the aftemocn of February 10,
2010, resulting in a delay in treatment,

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR

$8=D | DEPENDENT RESIDENTS

A resident whoe is unable to carry out activities of
gzily fiving recelves the necassary services to
maintain good nutrition, grooming, and perscnal
and oral hygiene.

This REQUIREMENT is not met as evidenced

F 281

F312

4. lThe Director of Nursing or
des:..gnee will  moniter all
residents with ipfections to
assure timely treatment and
report any problems to the
Quality Assurance Committee

monthly.
5/15/10
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by: 1. Resident #9 has neatly
Based on medical record review, facility policy trimmed toenails on 4/14/10 by
review, absarvation, and interview, the facility staff nurse.
falled to provide parsonal hygiene for one (#9) of
twenty-one residents reviewad, 2.  All residents will ba
s . . agsessed for toenaile that need
The findings included: to be trimmed.
Resident #9 was admitted to the facility on July 2,
Injury, Diabetes, Hypertension, and Dementia. with all nurging staff
regarding the importance of
Medieal record review of the Minimum Data Set toenail care and the procedure
dated January 20, 2010, revealed the resident for referral to podiatrist if
had short/iong terrn memory problems, severely indicated.
impaired cognitive skills for daily decision making,
:23 Lvaa& 'tr?tally dependent for personal hygiene 4. All Staff nurses will
g- monitor all resgidents regarding
. £ il ift.
Medical record reviéw of the care pian dated cenail care every shift
January 26, 2010, revesled, "... Toenails to be Any issues the staff nurse is
trimmed by licensed nurse or podiatrist..." unable to resolve will be
lreported to the immediate
Reaview of the faciiity policy, Nail Cara, revealed, supervisor and ultimately to
*...All residents will be monitored routinely to the Director of Nursing for
assure nails are clean and appropriately timmed resolution as neeaded.
...Those residents suffering from immobllity of
fingers and or hands should have special care
given to the inside paim of hands and batwaen
fingers...Special care |s needed to assure the
hand Is campletely dry and hand rolls or other
adaptive equipment are applied...”
® P P 5/15/10
Ohssrvation on April 12, 2010, at 10:60 a.m,, in
the resident's roam, revealed the resident lyving on
the bed with both feet uncoverad. Further
ohservation revealed the resident’s toenails on
both feet extended approximately % inch beyond
the n&il bed. _
FORM CHS-2587(02:99) Provicus Versions Obsplats Event ID:5RHM1 Feeliity 10 TNTTO1 if continuation sheet Page 5 of 8
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F 312 | Continues From page 5 F312{ 1, Resident #9 has hand clean
with no odor and adaptive roll
Observation on April 12, 2010, at 3:35 p.m., in the in place on 4/14/10. As of
resident's room, reveaied the resident lying on the 4/14/10, Range of Motion to
bed. Furthar observation revealed the left hand contracted left hand is
was contracted witheiit @ roll or other adaptive performed each shift during

cleaning and through drying of

aquipment in the hand. cffocted hand

Observation on April 13, 2010, at 10:30 a.m., in
the resident's room, revealed the rasident lying on

the hed. Further observation revealed the left a. 211 vresidents with a
hand was contreotad without a rofl or adaptive contracture will be aasessed
equipment in the hand. for hygiene, applicable
adaptive equipment and need for
Observation on April 13, 2010, at 2:00 p.m., in the daily range of motion of
residant's room, with LPN #2, revealed the affected area of the body.

resident lying on the bed, Observation revealed
an odor from the resident's contracted left hand

when opened by LPN #2, Further cbservation 3. An insezvice will be held

with LPN #2 revealed the resident's toenafls on ;
. with the nurein stafkf
both feet extended approximately ¥ inch beyond N ressing  the  impostance of
the nail bad, range of motion and hygiene for
) contracted areas of the body as
Interview on April 13, 2010, at 2:00 p.m,, in the ~ well as the use of different
resident’s room, with LPN #2, confirmed the types of adaptive equipment.
resident's ieft hand had an odor and the toenails
" | needed to be trimmed.
F 318 | 483.25(e)(2) INCREASE/PREVENY DECREASE |  F318|, .17 gcaff purses will
88sD | IN RANGE OF MOTION monitor all residents with
contracture v ift
Based on the comprehensive assessment of e Droper  hyais DAt e
resident, the faclity must ensure that a resident adaptive equipment is in place.

with a limited range of motion receivas
appropriate treatment and services to increase !
range of motion and/or to prevent further Any issues the staff nurse is

decreasa in range of mation, unable to resolve will be
- reported to the immediate

supervisor and ultimately to
the Director of Nursing for [5/15/10
resclution as needed.

This REQUIREMENT is not met as evidenced

. FORM CMS-236T{02-90) Previous Varsiom Obeolate © EventID:ERHI11 Faclity |D: TN7T01 If eentinuation sheet Page Gof &
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by:
Based on medical record review, faaility policy
review, observation, and interview, the facility
falled to ensure range of motion (ROM) was
provided for one (#8) of twenty-one residents
réviewed.

i. Regident #6 has adaptive
The findings included: roll in use in contracted right

hand and is reflected in care
Resident #5 was admitted to the facility on August plan as of 4/14/10.
7, 2008, with diagnoges including Contracture of
Joint Hand, Traumatic Brain Injury, Paraplagia,
Selzure Disorder, and Hypertension. 2‘:.'1-1'(:3:'a<:A gjra rziiianl;:: a‘;je-:al;sez
Medical record review of the Minimum Data Set :;ﬁipmes‘f plicable  adaptive
(MDS) dated January 28, 2010, revealed the
resldent had moderately impaired cognlitive skills,
was dependent for all activities of daily living, and
had limitation in range of motion (ROM) of the 3. An inservice will be held
hands. with the nursing staff

stressing the importance of the
Medicel record raview of the Complete Patient use of different types of
Care Plan dated February 4, 2010, revealed no adaptive _eguipment for
intarventions/approaches to address the residents with any type of
resident's imitation In ROM of the hands. . centracture.
Observation on April 13, 2010, at 7:20 a.m., :
revegled the resident seated in the wheelchair, in 4 A1l staff will |
the dining room, feeding sef breakfast with the monitor ali = reg f;:::: with
ieft hand, Confinuad obsarvation revealed the eontrackure every shift to
resident’s right hand was in a fisted posltion and assure care planned adaptive
there was no rolled washcloth/adaptive ) -equipment is in place.
equipment placad in the resident’s right hand. '

. s | 5/15/10
Observation on April 13, 2010, a1 8:35 2.m., 10:40 any issues the staff nurse is /151
a.m., and 12:05 p.m., revaaled the resident lying ‘mablg 4 resgﬁ"e e iabe
on the bed with the right hand In a fisted position T icor and Lltimat ely to
without a rolled washcioth/adaptive equipment the Director of Nursing for
applied to the right hand, resclution as needed.
L
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F 318

.| Observation on April 13, 2010, at 2:05 p.m., with

Continved From page 7

Reviaw of the facillly’s policy Neil Care revealed

* .. Those residents suffering from immaobliity of
fingers and or hands sheuld have special care
given to the inside palm of hands and between
fingers. This will aid in preventing skin
breakdown and further immobllity, Speclal care is
needed to essure the hand |s complately dry and
hand rolls or other adaptive equipment are
appllad.”™

Licensed Practical Nursa (LPN} #1, in the
resident's room, reveated the resident lying on the
bed with the right hand In a fisted position without
a rolled washeloth or adaptiva aquiprent applied
fo the right hand. Continued obsarvation revealed
LPN #1 extended ths fingers of the right hand and
2n odor was noted and described by LPN #1 as
swealy. Observation of the resident's right palm
revealaed no skin breakdown.

interview an Aprll 13, 2010, at 2:00 p.m., with
Certifled Nursing Assistant (CNA) #1, (CNA
responsible for the resident's care), in the
hallway, confirmed CNA #1 had not provided
hand care or ROM to the resident's right hand on
Aprii 13, 2010.

Intervisw on April 13, 2010, at 3:25 p.m., with the
Director of Nursing, in the conference room,
reveaied the Cerlified Nursing Assistants were o
provide ROM during the washing of the
contracted hand, a nand roll or adaptive
equiprnent was to be placed in the conlracted
hand, and confirmed the Complete Patient Care
Plan did not address provision of care for the
resident's contracted right hand,

F318
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